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[Note:  This issue the Communicable
Disease Bulletin is including the follow-
ing chronic disease topic highlighting epi-
demiology in this area. We hope to include
further topics such as this as we consider
changes to the publication.]

Tobacco is the leading cause of prevent-
able death in New Hampshire. Approxi-
mately 2,000 deaths attributed to smoking
occur each year in the state. Overall, 1 in 3
persons who smoke will eventually die of
a tobacco-related illness such as heart dis-
ease, cancer, or respiratory disease. In a
1998 survey, 25% of adults in New Hamp-
shire reported being current smokers; an-
other 31% reported being former smokers.
Nationwide, about 80% of adult smokers
started smoking before age 18. Efforts to
prevent smoking-related illness and death
are therefore dependent on controlling
smoking initiation among the young.

Data on smoking among middle and high
school students in New Hampshire are col-
lected in two different surveys. The Youth
Risk Behavior Survey (YRBS) was last con-
ducted among students in grades 9-12 in
1999. The survey contained 12 questions on
tobacco and was administered to 2,213 stu-
dents from 54 schools throughout the state.
The response rate was 54%. Information on
students in grades 7 and 8 was obtained from
the Youth Tobacco Survey (YTS) conducted
in 2000; 1,525 students from 40 schools
completed the 77-item questionnaire. The
response rate was 70%.

Tobacco Use Among Middle and High School Students
in New Hampshire

‘Ever use’ was defined as any use of to-
bacco products during the respondent’s life-
time, even one or two puffs of a cigarette.
‘Current use of tobacco products’ was de-
fined as any use during the 30 days pre-
ceding the survey. ‘Frequent use’ was de-
fined as use on 20 or more of the past 30
days. Except where noted, rates were simi-
lar for males and females. The sample size
did not permit analysis by race/ethnicity or
by geographic regions within the state.

Thirty-four percent of 7th and 8th grade
students had tried smoking at least once in
their lifetime. For high school students,
67% had experimented with cigarettes.
Current cigarette smoking increased as stu-
dents progressed from grade 7 to grade 12.
The rate increased from 9% in grade 7 to
41% in grade 12 (see Figure 1). The preva-
lence of frequent cigarette use was 4%
among 7th and 8th grade students and 19%
among high school students.
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Figure 1. Cigarette smoking among New Hampshire students in grades 7 – 12.

1999 YRBS

2000 YTS

Student Self Reports ‘Current Use’ of Cigarettes.
New Hampshire Grades 7–12.
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New Hampshire participates in the Na-
tional Notifiable Disease Surveillance Sys-
tem (NNDSS) and reportable disease case
counts are forwarded to Centers for Dis-
ease Control and Prevention (CDC) for
inclusion in their publications, most nota-
bly the Morbidity and Mortality Weekly
Report (MMWR). Evaluation is a neces-
sary component of the collection of report-
able diseases to assess the validity of data
reported to stakeholders that is then utilized
in the planning, implementation, and evalu-
ation of public health interventions and pro-
grams. Both the CDC1 and other authors2

recommend surveillance systems be evalu-
ated on a regular basis. New Hampshire’s
(NH) passive surveillance system for in-
fectious disease was last evaluated in 1994.
Since that time there have been numerous
changes in which diseases are reportable,
and among laboratory and infection con-
trol departments of reporting facilities
throughout New Hampshire.

 In 1999, a pilot study was conducted in
public health nursing district #3, the west-
central portion of the state including lower
Grafton, Sullivan and western Merrimack
counties, to evaluate the completeness of
passive reporting of communicable disease
reports by hospital laboratories to the NH

Bureau of Communicable Disease Control
(BCDC). There are no private or reference
laboratories within the district. The useful-
ness, quality, and efficiency of the system
were assessed. The system was also as-
sessed for simplicity, acceptability, sensi-
tivity and timeliness of reporting using
guidelines previously published.1

Methods
The reportable infectious diseases moni-

tored in this study were a cross-section of
those that are investigated by the Bureau of
Communicable Disease Control at the De-
partment of Health and Human Services.
Those events studied included: viral hepa-
titis A-IgM, culture or antigen for
Legionella pneumophila, Salmonella spe-
cies, Shigella species, Escherichia coli
O157:H7 (E. coli), Campylobacter species,
vancomycin-resistant enterococci and tu-
berculosis (positive smears for AFB &/or
positive cultures). These specific reportable
diseases were selected because they require
laboratory confirmation to diagnose a con-
firmed case and they are of significant pub-
lic health importance. Laboratory data iden-
tifying positive tests for these selected con-
ditions were collected for the 2-year study
period of 1997-1998. These data were com-
pared with case reporting by these labora-
tories to NH BCDC’s passive surveillance
database. Practices regarding reporting were
also ascertained through a questionnaire sub-

mitted to the laboratory directors or techni-
cal supervisors. Project staff interviewed the
laboratory director, technical supervisor or
infection control personnel.

Results
Overall reporting completeness was

92.1% for the events studied in the 2-year
period. Completeness of reporting was low-
est for campylobacter at 81.5%. Improve-
ment was seen in the reporting of all con-
ditions from 1997 to 1998 with complete-
ness of reporting at 88.4% in 1997 increas-
ing to 97.0% in 1998. Reporting timeliness
following diagnosis, defined as receiving
the report at BCDC within the time frame
required by New Hampshire administrative
rule He-P 301 for each event, was 65%.
Timeliness of reporting improved from
43.7% in 1997 to 87.1% in 1998. Some
delays in reporting following diagnosis
were still noted in 1998 for both
campylobacteriosis (range 0-12 days) and
salmonellosis (range 0-11 days). The me-
dian time interval between date of onset
and date of report decreased from 1997 to
1998 for campylobacteriosis (from 11 to 8
days), salmonellosis (from 11 to 8.5 days)
and E. coli O157:H7 (from 9 to 5 days).

The qualitative aspects of the system
were assessed and found to be quite com-
plex, with multiple individuals, programs
and sites involved. There are diverse op-
tions for reporting. Incomplete initial re-
porting was noted due to laboratories not
having all the required information result-
ing in Bureau staff time being used to ob-
tain demographic and provider information.
Acceptability of the system was rated in 3
areas utilizing a scale of 1-5 where 1 = very
easy and 5 = very difficult. The 4 reporting
facilities rated ease of obtaining informa-
tion to report (average 2.75), ease of actual
reporting (av. 2.5), and time required to re-
port (av. 2.75). One laboratory was fully
computerized for reporting and 2 others
were expanding their computer capabilities.
They were anticipating that this would im-
prove their quality and ease of reporting.

An Evaluation of Passive Surveillance for Selected
Reportable Diseases

 District #3, New Hampshire, 1997-1998



Conclusions
This study provides the first review of

the New Hampshire reportable disease sys-
tem that has been conducted in five years.
It is potentially important both for those
gathering the data and those providing data.
It indicates the quality of reportable dis-
ease data being reported to stakeholders
and highlights areas in which efforts are
needed for improvement. In keeping with
this historically derived system, the reports
received from health care providers and in-
stitutions initiate public health action to-
wards communicable diseases. Following
this, the NH Bureau of Disease Control pro-
vides services to those persons affected by
the illness and helps assure appropriate
control measures. This is especially impor-
tant in high risk situations such as those
infectious diseases studied in this investi-
gation. In addition to these services, trends
in reportable diseases are tabulated and
presented through the statistical publication
NH Communicable Disease Bulletin, and
through the Communicable Disease Annual
Report. Both publications are available
through the agency website: http://
www.dhhs.state.nh.us/nhcdcs.htm.

 Delays in reporting following diagno-
sis could lead to delays in excluding those
in sensitive occupations, such as food-han-
dlers, and in the detection of clusters. A
decrease in the time interval from date of
onset to date of report from 1997 to 1998
for campylobacteriosis, salmonellosis and
E. coli O157:H7 was noted as a positive
step toward initiating timely community
control measures. It should be noted, how-
ever, that none of the events monitored were
reported within a time frame (onset to re-
port) sufficient to prevent secondary/tertiary
transmission. Interventions to improve the
interval from onset to report are a more chal-
lenging parameter to change since it is con-
tingent on case-patients seeking health care,
providers ordering diagnostic testing, speci-
men collection and processing.

In the district that was studied, com-
pleteness of reporting has improved signifi-
cantly and is of high quality. If this district
is representative of the entire state, we can
be confident that the data being presented
is valid. Laboratories with computerized
records not only reported a higher percent-
age of their cases to the state health depart-

ment, but they also provided more complete
information in the initial case reports. This
improvement was verbally noted by one
laboratory director and supported by results
of the survey.

Data were studied only for 1997 and
1998 and were limited only to hospital labo-
ratories within District #3. Results may not
be generalizable for the entire state. Small
numbers of cases also limited the ability to
make valid subgroup comparisons or to do
trend analysis.

 A follow-up study has been done and
is currently in draft form to assess the com-
pleteness of data initially reported by hos-
pital laboratories, completeness of data on
Reportable Disease Investigation Form fol-
lowing investigation by the public health
nurse, and quality of the data reported. This
sequel also determined if hospital labora-
tories had sent isolates to the New Hamp-
shire Public Health Laboratories as re-
quested. Having completed these pilot stud-
ies in one district, plans are now underway
to partially repeat these efforts statewide.

For further information about the study,
please contact the Bureau of Communi-
cable Disease Control at (603) 271-4496
or 1-800-852-3345, extension 4496.
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We are pleased to announce the Bureau of Health Statistics and Data
Management’s web site accessible at www.dhhs.state.nh.us/healthstats.
The web site disseminates data on births, deaths, hospitalizations, cancer,
and behavioral risk factor surveillance information.  The site contains statis-
tical information, copies of reports, information about requesting specific data
from the Bureau, and links to other sites with useful health related data. In
the future, we will also begin making free public use data sets available for
download from the site.

Hepatitis C:
What Clinicians and
Other Professionals

Need to Know
An interactive web-based
training available on the

Hepatitis Branch web site
http://www.cdc.gov/hepatitis

Hepatitis C: What Clinicians and
Other Professionals Need to Know is an
interactive web-based training program.
This program provides users with up-to-
date information on the epidemiology,
diagnosis, and management of HCV in-
fection and HCV-related chronic dis-
ease. Users can also test their knowledge
of the material through study questions
at the end of each section and case stud-
ies at the end of the program. By com-
bining up-to-date clinical and epidemio-
logical information with state of the art
technology and graphics designed to
enhance both the user’s understanding
of the material and the appearance of the
program, this web-based training pro-
gram provides a valuable educational
tool to assist health professionals in pre-
venting and managing HCV infection
and HCV-related chronic disease. Con-
tinuing medical and nursing education
credits are available free of charge from
the Centers for Disease Control and Pre-
vention upon completion of the training.
The American Academy of Family Phy-
sicians will also grant their educational
credits upon completion of training and
filing with the Academy.

Bureau of Health Statistics
and Data Management Web Site
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The surveys also collected data on the use

of cigars and smokeless tobacco. Current
cigar use was reported by 4% of students in
grades 7-8 and 16% of students in grades 9-
12. Current use of smokeless tobacco was
reported by 2% of students in grades 7-8 and
5% of high school students. For both cigars
and smokeless tobacco, males were more
likely than females to be current users.

Additional data from the Youth Tobacco
Survey indicated that 47% of 7th and 8th

grade students who currently smoke wanted
to quit and 59% had made at least one at-
tempt to do so during the past year. How-
ever, one-third of current smokers among
middle school students felt the need to
smoke daily suggesting that many were al-
ready addicted to nicotine.

Exposure to environmental tobacco
smoke was common for both smokers and
non-smokers. Sixty-two percent of 7th and
8th grade students were exposed to environ-
mental tobacco smoke during the week pre-
ceding the survey; 41% lived with some-
one who was a smoker. Twenty-seven per-

cent of 7th and 8th grade students had at least
one of their four closest friends who was a
smoker.

The findings from the Youth Risk Be-
havior Survey are subject to at least one
limitation. Because the response rate for the
survey was less than 60%, the results de-
scribe the behaviors of the survey partici-
pants, but cannot be generalized to all high
school students in New Hampshire. Mak-
ing direct comparisons between the two
surveys is problematic.

Based on the survey results, New Hamp-
shire needs to focus tobacco prevention ef-
forts in three areas. First, preventing smok-
ing initiation by youth. Since such a large
number of smokers begin the habit as chil-
dren, efforts to prevent smoking initiation
among the young should eventually lead to
a lower prevalence of smoking among
adults. Second, encouraging young people
who are established smokers to quit. Many
young smokers want to quit, but need sup-
port to do so. Finally, reducing exposure to
environmental tobacco smoke. Children

should be able to grow up without exposure
to secondhand smoke. It is not only a health
hazard, but gives children the mistaken im-
pression that smoking is a social norm.

A coalition of 26 organizations devel-
oped New Hampshire’s Comprehensive
Tobacco Prevention and Control Plan in
1999. The plan outlines the state’s strategy
for tobacco control based on practices
shown to be effective. Funding for imple-
mentation of the plan comes from the settle-
ment agreement between the states and the
tobacco industry. For more information
about the activities of the New Hampshire
Tobacco Prevention Program, please call
(800) 852-3345 ext. 6891 or visit the
program’s website at http://
www.dhhs.state.nh.us/tobaccofree.


